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Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility's Name: Olipares, Celestina (ARCH)

CHAPTER 100.1

Address:
45-693 Kencke Street, Kaneohe, Hawaii 96744

Inspection Date: May 13, 2021 Annual,

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NO’i‘. YOUR PLAN OF o

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS.
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES
ONLINE, WITROUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(10) PART 1

The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as
the primary care giver shall:

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources. All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Caregiver — Documentation of six (6) hours of
training sessions between 5/2020 and 5/2021 unavailable
for review

INISNIIIT JLVLS
Y JH0-HOQ
IVMVH 40 31V1S

0L:2ld p=-NY 12

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-8 Primary care giver qualifications. (a)(10) PART 2
The licensee of a Type I ARCH acting as a primary care
giver or the individual that the licensee has designated as the
primary care giver shall: FUTURE PLAN

Attend and successfully complete a minimum of six hours
of training sessions per year which shall include but not be
limited to any combination of the following areas: personal
care, infection control, pharmacology, medical and
behavioral management of residents, diseases and chronic
illnesses, community services and resources, All inservice
training and other educational experiences shall be
documented and kept current;

FINDINGS

Primary Caregiver — Documentation of six (6) hours of
training sessions between 5/2020 and 5/2021 unavailable for
review
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

ing and famil

§11-100.1-9 Persongel Irements.

()

All individuals who either reside o7 provide care or services
to residents in the Type 1 ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the rezideats of the Type t ARCH,
and thereafler shall be examined by a physician annually, to
certify that they are free of infectioss diseases.

EINDINGS

Substitute Caregiver (SCG) #1 ~ Current physical exam
unavailable for review. Sitbmit a copy with plan of
correction. S o

PART I

DID YOU CORRECT THE DEFRICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Comptetion |
— Date
X] | §11-100.1-9 Personne), staffing and famly requirements. PART 2
(a) :
All individuals who ether reside or provide care or services '
Lo residents in the Type { ARCH, shall have decumented FUTURE PLAN

evidence that they have been examined by a physician prior
Lo their first contect with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annuslly, to
cerlify that they are free of infectious diseases.

FINDINGS

‘Substitule Caregiver (SCG) #1 - Current physical exam

unavaileble far review. Submit a copy with plan of
correction.

To Aot conpeSien. -

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
ITDOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion |
- Date
§11-100.1-9 Persoane), staffing and family reguirements. PART 1
{b)
All individuals who ejther reside or provide care or services
o residents in the Type { ARCH shall have dotumented DID YOU CORRECT THE DEFICI NCY?
evidence of an initial and annual tuberculosis clearance. ' :
USE THIS SPACE TO TELL US HOW YOU
EINDINCS CORRECTED THE DEFICIENCY
SCG 41 - Initisl and anmua) TB clearance unavailsble for :
review. Submit a copy with plan of comection. :
SCe# 1 1S ne lorge @
Resident A1 - Initial 2-step TB clearaace unavailable for
review. Submit a copy with plan of corection, PCiconne) / gbr-r o He AﬂCH
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel. staffing 54d family cequirements. PART 2
®)
Allindividuals who either reside or provide cere or services
to residents in the Type 1 ARCH shall have docomented FUTURE PLAN

evidence of an initial and anneal eabrerculosis clearance.

FINDINGS

SCQG i} - Initial and annual T8 clearance vnavailable for
review. Submil a copy with plan of correction.

Resident #] —~ Initial 2-step TB clearence unavailable for
review. Submit a copy with plan of correction.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1

During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of iliness or injury,
behavior patterns including the date, time, and any and alt
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Monthly progress notes do not include
resident’s response to medications and diet
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Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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resident’s response to medication, treatments, died, care plan,
any changes in condition, indications of illness or injury,
behavior pattems including the date, time, and any and all
action taken. Documentation shall be compleled
immediatety when any ineident occurs;

FINDINGS

Resident #) - Monthty progress notes do not include
resident’s respanse to medications and diet

USE THIS SPACE TO EXPLAIN YOUR FUTURE -
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion -
Date
§11-100.1-17 Recoyds and reposts, (b)(3) PART 2
During residence, records shall incfude:
Progress nodes that shall be written on 2 monthly basis, or FUTULE—? LAN
more often as appropriate, shall include observations of the
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RULES (CRITERIA) PLAN OF CORRECTION [ Completion |
: . Date
$11-100.1-17 Records and repotts. (14) PART 1

General rales regarding cecords:

All recards shall be complete, accurate, cuirent, and readily
available or review by the department or cesponsible
placement agency.

FINDINGS

Resideat 81 — Resident Evnergency Information Sheet does
nol reflect the resident’s current diagnoses. Submit an
updated copy with plan of comrection.

DID YOU CORRECT THE DEFICIENCY?

~ USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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" RULES (CRITERIA)

PO00S,/0010 F-761

PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (N(4) PART 2
General rules regarding records;
All records shall be complete, sccurste, current, and readily MU-B‘E—PLA—N

available for review by the departmeal or responsible
placement agency.

EINDINGS ,

Resident #1 — Resident Emergency Infarmation Sheel does
not reflect the resident’s current diagnoses. Submil an
updated copy with plan of correction.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT |
KT DOESN'T HAPPEN AGAIN? |
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Licensee’s/Administrator’s Signature: (’LMWO\ - ,éc;ﬂ:))’u/)

Print Name: CE-&STina OLiPomES

Date: MAY 28 2021
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